The aims of the present study were to: 1) compare scores and scales of the Youth Self-Report (YSR) reported by healthy adolescents 15 -17 years of age from Greece, Japan, Russia, and Sweden, 2) analyze gender and age effects of the YSR syndrome scores between and within countries, and 3) compare scores of competence scales and their associations to mental health problems. A comparison of problems (n = 812) yields a small effect size of 4.8% for cross-country in YSR total problems scores. There was a deviation above the overall mean for Greece and Russia, while Sweden and Japan had deviations below the mean. The effect sizes of country for narrowband and broadband scales were small or medium. Analysis within and between countries pointed out some problems that might be more/less common in some countries than others. In their total competence score, Greek adolescents scored higher than Swedish or Japanese. There were some negative associations between syndrome and competence scales across countries. Gender differences were shown across the countries with the exception of Japan. Age differences were less consistent due to the small range of age groups. Even though YSR is used in all four countries, translations and sampling procedure may influence (be one of) the variations.
Introduction
In a rapidly changing and increasingly interconnected world, there have been concerns higher than boys on Total Problems and Internalizing Problems and the boys scoring more Externalizing Problems than the girls (Heyerdahl et al., 2004; Lekkou et al., 2006) .
A study in Sweden reported that associations between mental health problems and socio-demographic background (e.g., sex, parental education/occupation, family structure, and immigrant status) was rather small, and differed depending on the type of the mental health problems (Stenmark et al., 2015) . School experiences in childhood were important determinants of concurrent and later mental health problems (i.e., Internalizing and Externalizing, Attention, and Social Problems) (Waenerlund et al., 2016) . For adolescents, studies indicated associations between competence scales and the narrowband syndrome scales from YSR (e.g., Lekkou et al., 2006; Reeslund, 2006) . A study showed that Greek adolescents reported higher total competence than their Swedish counterparts (Lekkou et al., 2006) . Despite the fact that Total Competence provides important information that is not reflected in the problem scales, little attention has been given to the links between competence scores and syndrome scales. One possibility is that the assessment of competence is highly context dependent, and therefore competence scale may not be appropriate to be used cross-nationally.
According to Achenbach and Rescorla (2007) , culture-specific factors (i.e., language, sampling procedure, and characteristics of mental health) may influence the findings from a study of a single country For example, one study showed that Japanese adolescents had a modest response style compared to their Swedish counterparts (Nishikawa, Norlander, Fransson, & Sundbom, 2007) . The numbers of cross-cultural comparisons of mental health problems of youth have been based on other informants, such as parent or teacher reports of the Child Behavior Check List (CBCL; Achenbach, 1991b) . Even though cross-cultural consistency of parent-adolescent informant agreement in 25 societies was indicated, adolescents reported significantly more problems than their parents did (Rescorla et al., 2011) . Since adolescents have different perspectives on their problems compared to their parents or teachers, parent or teacher reporting cannot fully substitute for adolescents' report of their own problems, especially Internalizing Problems. Another limitation mentioned by Rescorla et al. (2007b) is that low problem scores in some countries might be seen as parents' reluctance to report problems, since self-presentation ("self-serving") is more of a concern in Asian countries, for example, than Euro-American societies (Yabuuchi, 2004) .
Objectives
The aims of the present study were to: 1) compare scores and scales of YSR reported by healthy adolescents 15 -17 years of age from Greece, Japan, Russia, and Sweden, 2) analyze gender and age effects between and within countries of the YSR syndrome scores, and 3) compare scores of competence scales and their associations to mental health problems.
Methods

Assessment
Youth Self-Report (YSR, 1991 Achenbach (1991a) . The YSR has been translated and validated in Greece (Roussos et al., 2001) , Japan (Kuramoto, Kanbayashi, Nakata, Fukui, Mukai, & Negishi, 2002) , Russia (Slobodskaya, 1999) , and Sweden (Broberg et al., 2001) , and each version showed sufficient reliability coefficients and factor structures of the individual scales, which makes possible for cross-national comparisons.
Participants
Greece: The group consists 152 adolescents (61 boys, 91 girls), ages 15 -17 (mean age = 15.99; SD = 0.94). The sampling frame was secondary schools in a city in southern Greece (150,000 inhabitants). Three schools were randomly selected to match the socioeconomic levels (middle) for each population. There was no dropout. Japan: The group consists 219 adolescents (146 boys, 73 girls), ages 15 -17 (mean age = 16.21; SD = 0.76). The sampling frame was a high school in southern Japan (240,000 inhabitants). The study was conducted following the World Medical Association Declaration of Helsinki (World Medical Association, 2008) as the ethical principles for the participants. All participants received informed consent and marked only gender and age. The classes were randomly selected to match the socioeconomic levels (middle) for each population, and adolescents within the age range in the school were invited to participate. There were 6 students (2.7%) who did not participate due to absence or dropped out, so the response rate was 97%.
Russia: The group consists 159 adolescents (73 boys, 86 girls), aged between 15 and 16 (mean age = 15.40; SD = 0.49). The data of the Russian sample was obtained from a group of secondary schools in each of three biggest districts of the city (357,000 inhabitants) in northern Russia. Students were assigned to a school on the basis of their home address within the district. One of three classes in each school was randomly selected to match the socioeconomic levels (middle) for each population. Informed consent was received from the school principal included in the study. There was no dropout.
Sweden: The group consists 282 adolescents (135 boys, 147 girls) aged between 15 and 17 (mean age = 15.80; SD = 0.86). The sampling frame was one junior high school and one secondary school in northern Sweden (20,000 inhabitants). These schools were the only junior and secondary high schools in the city, so they constitute a total sample.
All students between the ninth grade of junior high school and second grade of high school participated. This sample was selected to match the socioeconomic levels (middle). There were two students (0.7%) who did not participate due to absence, making the response rate 99%.
Data Analysis
We made within-and between-group analyses. SPSS (2008) were interpreted according to Cohen's criteria (Cohen, 1988) as small (1.0% to 5.9% of variance), medium (5.9% to 13.8%), and large (13.8% or more). For each scale that showed significant overall gender or age effects, gender and age differences were tested by separate within-country ANOVAs. Results from ANOVAs are displayed in Table 2 , which shows F values and effect size for country, gender, age, and their interactions for the YSR Total Problems, narrowband and broadband scales. For Total Problems, country accounted for 4.8% of the variance, which is a small effect size according to Cohen's criteria (Cohen, 1988) . For Internalizing and Externalizing Problems and the eight syndromes scales, ANOVAs revealed significant effects of country on each scale. Country ESs for the subscales ranged from 1.0% to 13.2% (see Table 2 ). The ES of country was medium according to Cohen's criteria (Cohen, 1988) for two scales, small for seven scales, and <1% for the other scales. The ESs were the strongest in Social Problems (13.2%) and Attention Problems (9.4%).
Results
Mean Scores for the Symptom Scales
Gender ESs were significant for Total Problems, Internalizing Problems, subscales of Somatic Complaints, Anxious/Depressed, and Delinquent Behavior. The ESs were small for Somatic Complaints and Anxious/Depressed scales, and <1% for the other scales. Overall, girls obtained significantly higher scores than boys on those scales except for the Delinquent Behavior scale, which boys scored higher on than girls. Significant age effects were found in Withdrawn, Thought Problems, and Attention
Problems. An overall tendency was that older adolescents scored higher than younger.
However, these ESs accounted for <2% of the variance. The within-country analyses revealed significant age differences of the Total, Internalizing Problems, and six syndrome scales (Withdrawn, Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, and Aggressive Behavior) only among Swedish adolescents (p < .001
and .05).
There was a significant gender-by-country interaction, which accounted for <2% of the variance in Social Problems and Attention Problems. It reflected cultural differences in gender effects. For Social Problems, girls scored higher than boys in all countries but Russia, where boys scored higher than girls. For Attention Problems, girls scored higher than boys in all countries but Greece, where boys scored higher than girls.
A significant age-by-country interaction was shown in Internalizing Problems, Anxious/Depressed, and Attention Problems. For Internalizing Problems and the Anxious/Depressed scale, the interaction reflected an increase by age for Swedish and a small increase for Japanese, and an absence of increase for Greek and Russian. However, these effect sizes were small (1%) or very small (<1%). For Thought Problems, the interactions reflected differences in the increase in scores with age across countries, with the steepest increases for Sweden and Greece and an absence of increase for Japan and Russia. There was no age-by-gender interaction. There was a three-way interaction between gender-by-culture-by-age on Attention Problems. Figure 1 shows the deviation from the overall mean score for YSR Total Problems for each country by age. 
Mean Scores for Competence Scales and Their Associations to
Syndrome Scales in YSR ANOVAs for scores for the four competence scales were performed in a three-(country)-by-three-(ages 15 -17)-by-two-(gender) factorial design. ESs were medium (5.9% to 13.8%) or large (13.8% or more) (Cohen, 1988) and all significant regarding Total Competence (14.6%), Activity Scale (9.7%), Social Competence (13.9%), and Academic Competence (15.6%). Japanese youth (9.28, SD = 2.89) had significantly lower Total Competence compared to Swedish (11.92, SD = 2.59, p < .001) and Greek adolescents (11.84, SD = 2.56, p < .001). For Activities and Academic Scales, Greek youth (3.82, SD = 1.36 for Activities, 2.48, SD = 0.43 for Academic, all p < .001) scored significantly higher than Swedish (2.95, SD = 1.35 for Activities, 2.15, SD = 0.45 for Academic, all p < .001) and Japanese adolescents (2.38, SD = 1.80 for Activities, 1.78, SD = 0.63 for Academic, all p < .001). Swedish youth (6.82, SD = 1.82) scored significantly higher on Social Competence than Greek (5.57, SD = 1.80, p < .001) and Japanese youth (5.11, SD = 1.60, p < .001). A significant ES (1.7%, p < .05) for gender was received on Social Competence (p < .001), reflecting that boys scored significantly higher than girls, while the girls scored higher than boys on Academic Competence (ES = 0.9%, p < .05). There was a country and gender interaction on Social Competence (ES = 2.2%, p < .05).
There were no other two-way or three-way interactions. The post hoc analysis showed a tendency of younger adolescents (15 years old) scoring higher than older adolescents (both 15 and 16 years old) on Total Competence, including Social and Academic Performance (p < .001 and .05).
One-way ANOVAs within countries (Greece, Japan, and Sweden) indicated significant gender differences for Greek and Swedish boys, who scored higher on Social Competence and Total Competence (all p < .001 and .05), while girls scored higher on Academic Competence (all p < .05). There was no gender difference among Japanese adolescents.
Associations between Syndrome and Competence Scales
To compare the links between syndrome scales and competence scales, Pearson correlations were conducted between the means of the scales or each country. For all countries, Social Competence was negatively associated with Internalizing Problems (r = between −.22 and −.35, p < .001, see Table 3 ). Among Japanese and Swedish adolescents, Academic Competence was negatively associated with Total Problems (r = −.16 and −.26, p < .05 and .001 respectively) and Social Competence was negatively associated with Total Problems (r = −.18 for both Japan and Sweden, p < .05 and .001 respectively). These results were not found in Greek adolescents.
Discussion
Comparison of problems reported by adolescents from four countries yield a small effect size for cross-nationally in YSR Total Problems scores. There were deviations above the overall mean for Greece and Russia, while they were below the mean for Sweden and Japan. The effect sizes of country for narrowband and broadband scales were small or medium. In the Total Competence score, Japanese adolescents scored significantly less than Swedish or Greeks. There were negative associations between syndrome scales and competence scales within countries. The present study showed that effect sizes for differences among countries were in the small to medium range. This result is in agreement with the study by Rescorla et al. (2007a) , in which Greece and Russia scored among the highest and Japan and Sweden scored among the middle of the overall mean of the Total Problem score. The effect size of country of the eight syndrome scales yields the largest difference on Social Problems and the smallest for Somatic Complaints. There seem to be specific cultural syndromes e.g., Japanese adolescents reporting low Delinquent and Aggressive Behavior, while Russian youth scored high on Externalizing Problems, including Delinquent and Aggressive Behaviors. The specific syndromes identified in the present study may be explained by the cultural sanction and cultural facilitation model developed by Weisz et al. (2006) . Cultural facilitation refers to a particular cluster of behaviors encouraged in one population group more than another and leading to the co-occurrence of these behaviors within the group's behavioral repertoire, while cultural sanction refers to a particular cluster of behavior which is verbally disapproved, negatively sanctioned or punished. Japanese culture emphasizes avoidance of physical aggression and rule-breaking behavior, and there is an obligation on the part of parents and social control regarding delinquency (Tanioka & Glaser, 1991) . In Russian culture, on the other hand, delinquent behavior is valued as promoting status and popularity (Slobodskaya, 1999) . Aggressive rule-breaking behaviors are not culturally sanctioned among the Japanese, while socially facilitated among Russians. Youth in Greece in the south of Europe reported themselves the least healthy, while Swedes tended to overrate their health problems (Jürges, 2007) . Values in family connectedness in e.g., Asian culture was associated with greater tolerance of Internalizing Problems and lower tolerance of Externalizing Problems (Lau et al., 2016) . Some countries, like Japan, do not often discuss minds or mental states openly or explain their actions. For example, a study reported that Japanese parents reported more reinforcement to non-anxiety related symptoms than anxiety related symptoms (Essau, Ishikawa, & Sasagawa, 2011) .
Gender differences were similar across the countries, with the exception of Japan.
Consistent with various studies (e.g., Broberg et al., 2001; Lekkou et al., 2006; Verhulst et al., 2003) , girls scored higher on Internalizing Problems than boys. No gender difference among the Japanese corresponds to the recent result from China (Tepper et al., 2008 ). An interesting tendency was that in contrast to the traditional psychopathology, the present study showed that among Japanese and Swedish students, girls reported slightly more Externalizing Problems than boys. This result is somewhat surprising given that Sweden is a more gender-equal country than Japan, where there is greater emphasis on traditional gender roles. A possible explanation is that both Japan and Sweden are countries with modern industries and high technology; it may also reflect a changing society in Japan. It was also shown that girls from Sweden, Japan, and Russia reported more Aggressive Behavior than boys, while the boys reported more Delinquent Behavior than girls. Regarding the item of Aggressive Behavior, Japanese girls reported verbal-oriented aggression (e.g., "I talk too much"), while boys reported physical aggression ("I destroy my ownthings"), showing differences within the scale. Age differences were less consistent, with a small range of age group, although there were significant age-by-country effects. Generally, most countries scored higher on most scales with the increase of age.
Associations between competence scales and symptoms support the validity of the scales and correspond well with earlier studies (Broberg et al., 2001 ). The present results suggested that adolescents who are high in Social Competence were less likely to have problems in Internalizing and Total Problems. Academic Competence was associated with Total Problems among Swedish and Japanese adolescents. One of the explanations for this may be that Swedish (Ollfors & Andersson, 2007) and Japanese students feel stress or pressure connected to school (Tsuneyoshi, 2013) . Greek adolescents reported a higher rate not only of Total Problems but also of Total Competence compared to Swedish and Japanese adolescents. This result could be referred to the result of Lekkou et al. (2006) , in which Greek adolescents scored significantly higher than Swedish in Total Problems as well as Self-Esteem. One explanation of no associations between syndromes and competence scales may be that Greek adolescents often receive private lessons for schoolwork and have well-functioning families, which helps them manage their mental health problems (Lekkou et al., 2006) . These findings may help to identify areas of impairment associated with mental health problems across countries.
It is important to acknowledge the limitations of this study. First, the sample size was relatively small and cannot be viewed as representative of the entire population. The selection of towns from the various countries was not fully comparable. In the Russian sample, there were only 15 -16-year-old adolescents and lack of the data from competence scales. Second, the small range of the age group limited the age effects. The overall deviations in different adolescent developmental stages across countries are a major question remaining to be further investigation. Third, a lack of other measures might be associated with self-reporting, such as parental or teacher's reports. Fourth, low competence scores among the Japanese may reflect a modest response style (Nishikawa et al., 2007) . Furthermore, response bias should be considered in a comparison of the mean values. Translation and sampling discrepancies possibly explain some of the variations. Finally, the present study could not address how social or culture factors within countries might contribute to differences in YSR scores.
Conclusion
Despite the limitations, the present study provides a coherent picture of adolescent mental health problems in different countries. The results show that there are fundamental measurable differences between countries in terms of mental health problems, although these differences are slight. Analysis within and between countries pointed to particular problems that might be more (or less) common in some countries than others. For example, delinquent behavior appeared as more common among Russian adolescents but less common in Japanese. It is also necessary to consider cultural aspects of parenting i.e., parental use of reinforcement and parent-child communication when dealing with emotional/behavioral problems. These findings could help improve the implications and preventions for adolescents with different cultural backgrounds.
